Dear Editor, We read the valuable and interesting ''Consensus on circulatory shock and hemodynamic monitoring'' by Cecconi et al. [1] . We remarked the importance of their work, which provides us with recommendations for the ideal approach for patients with this condition.
Understanding that one of the objectives of their publication is to develop guidelines for adequate monitoring of patients in shock, we noted that they did not provide a recommendation for the ideal monitoring site for invasive arterial blood pressure (ABP).
Knowing that the accuracy of ABP monitoring is crucial in treating shock patients and some studies have repeatedly demonstrated inconsistencies between femoral and radial access, some research has proved that radial ABP monitoring significantly underestimates femoral ABP during vasopressor therapy in critically ill patients and suggested that inserting a femoral line substantially reduces the infusion rate of vasoactive drugs [2] .
Another study confirms a high prevalence of differences between MAP measurements at the radial and femoral sites in critically ill patients who require treatment with vasoactive medications, which results in changes in the clinical management, such as the vasopressor dose or fluid administration [3] .
A more recent study showed large discrepancies in MAP measured at the radial site frequently underestimates central pressure in septic shock patients receiving high-dose norepinephrine (NE) therapy. These results suggest that, in patients with marginally maintained MAP measured at the radial artery under high doses of NE therapy, MAP measurement at the femoral artery may be necessary to avoid a potentially harmful fluid challenge or dose increase of vasopressors [4] .
For us this matter has significant value because the radial artery continues to be the most common cannulation site even in shock patients, with the assumption that this peripheral pressure is an accurate surrogate for central pressure. This premise may be flawed in the abnormal hemodynamic state of critical illness. The other reason for the preference is the well-documented low complication rates. However, recent studies conclude that incidence rates for major complications such as permanent ischemic damage, sepsis and pseudoaneurysm formation are low and similar for the radial, femoral and axillary arteries. They occur in less than 1 % of cases [5] .
If we consider this evidence our patients will benefit from taking a stand about what is the ideal monitoring site for ABP in patients with circulatory shock.
